Despite the emergence of therapeutic advances, the morbidity and mortality still occur in the obstetric patients, although intensive care utilization by obstetric and gynecological patient, are still rare compared to the general population. Majority of obstetric patients needed the intensive care therapy compared to gynecological patients.
Conclusion: Intensive care therapy required by gynecological and obstetric patient is less than the general population. The commonest indication for admission was obstetric hemorrhage, DIC, and hypertensive disorders of pregnancy. The mortality was due to septic shock with multi-organ failure, and cerebral venous sinus thrombosis.
Introduction:
The intensive care utilization by gynecological and obstetric patients is rare, but up to nine patients per 1000 deliveries (1) and 2.3 per 1000 women undergoing gynecological procedure need intensive care therapy. (2) Very scanty literature is available about critical care of the gynecological patients.
The frequent indication of obstetric admission to the Intensive Care Unit are obstetric hemorrhage and hypertensive disorders of pregnancy. Whereas for gynecological patients, they need intensive care therapy due their associated systemic disorders, ventilation and perioperative hemorrhage. The Women's Hospital in Hamad Medical Corporation (HMC) will have their own high dependency units, but patients requiring multi-organ care, ventilation and hemodynamic stability need proper intensive care therapy.
Present study is about gynecological and obstetric patients admitted to our Surgical Intensive Care Unit (SICU) over a decade.
The aim of our study was to know the indication of admission, frequency of intensive care utilization and outcome of these patients.
Patients and Methods:
The medical records of all patients admitted to SICU from the Women's Hospital were reviewed retrospectively, patient's age, nationality, primary diagnosis, indication of Intensive Care Unit (ICU) admission, hemodynamic status at admission, severity score, length of stay and outcomes were recorded from February 1995 to March 2005.
Results:
There were 7,644 admissions in surgical and trauma intensive care unit during the study period. Out of total, 182 (2.38%) patients were from Women's Hospital. Out of these 182 admissions, 159 patients (87.3%) were obstetric admissions and 23 patients (13.7%) were gynecological cases. The mean age of the patients were 32.96±8.8 years ranging from 24 to 48 years and 52.5% patients were local citizens. The mean American Society of Anesthesiologist (ASA) score, mean Sequential Organ Failure Assessment score (SOFA) and mean length of stay were 2.14±0.9, 3.87±2.7 and 2.92±3.7 days respectively, shown in Table 1 . The frequencies and percentage of various demographic, procedural and type of cases are shown in Table 2 . Most of the patients (89%) were admitted as emergency cases. Nearly two-third (69.6%) of patients were after Lower Segment Caesarean Section (LSCS), whereas (14.9%) after vaginal delivery. Table 3 reveals complications and indications for intensive care therapy. Seventy-three patients (39.3%) were admitted with Disseminated Intravascular Coagulation (DIC) and bleeding, 44 patients (25.3%) with hypertensive disorder of pregnancy (eclampsia and preeclampsia), 21(11.6%) with scoline apnea, 18 (9.9%) patients of the cases were admitted in hemorrhagic shock, 5 (2.8%) with septic shock, 1 in anaphylactic and 1 neurogenic shock. Six (3.3%) cases admitted with pulmonary edema and 3 (1.7%) patients with peripartum cardiomyopathy (Table 3 ). 14(7.7%) patients had emergency hysterectomy, Six (3.3%) due to uterine rapture, and remaining patients with control post-partum hemorrhage (Table 3) . Two (1.1 % ) patients with HELLP syndrome, two (1.1 % ) patients of amniotic fluid embolism and two (1.1 % ) of patient with acute renal failure, 1 (0.6%) patient with necrotizing fasciitis of the perineum, one (0.6%) intracerebral bleeding, and one (0.6%) patient with pan-cerebral venous thrombosis. Only three patients died; 2 due to sepsis and 1 due to cerebral venous thrombosis, a mortality rate of 1.66%.
Discussion:
Less number of gynecological and obstetric patients needs intensive care therapy in comparison to general population, 0.7-9% per 1,000 deliveries and 0.17% of all intensive care admission by gynecological patients.
(1 ' 2) But considering the "safety" of child birth, morbidity and mortality in obstetric patients in particular and in general appropriate care of gynecological patients with malignancy and co-morbid conditions, few authors suggested incorporated separate intensive care unit at the Women's Hospital facilities.
In our study, most admissions were obstetric patients, 0.11 % of total deliveries and 2.4% of total ICU admission; this similarity has been reported in the literature (4) The major indications of ICU admission (39.3%) were due to obstetric bleeding and Disseminated Intravascular Coagulation (DIC). DIC is a life threatening condition, occurs due to inappropriately activation of coagulation cascade due to continuous bleeding or marked dilution of blood because of administration of massive fluid, the fibrinolytic pathway is activated leading to production of fibrin degradation products, which have an anticoagulant activity (5) , early recognition and prompt management is essential for the survival of these patients.
The second frequent indication was hypertensive disorders of pregnancy (25.3%), whereas Demirkiran in their study reported that 73.6% of their patients had hypertensive disorder of pregnancy 0 )
The hypertensive disorder pre-eclampsia (PET) is multi-system disorder characterized by onset of protienuria and hypertension in the second half of pregnancy. The hypertensive disorder eclampsia is occurrence of convulsion with pre-eclampsia. The management of these hypertensive disorders is delivery of the fetus, control of blood pressure and proper fluid management. (6) In our study 1.1 % of the patients had hemolysis elevated liver enzymes and low platelet syndrome (HELLP). It is a multi-system disorder generally associated with pre-eclampsia and eclampsia but can occur, if it complicate into pulmonary edema, acute renal failure, the mortality rate will increase up to 25%. (6) Acute Renal Failure (ARF) in pregnancy frequently associated with HELLP syndrome, sepsis, major hemorrhage, DIC, incompatible blood transfusion. Early identification of high-risk patients for development of ARF in pregnancy may prevent the occurrence by maintaining intravascular volume, but diuretics, manitol and dopamine renal dose are not proven to be effective. (7) The only major anesthetic complication recorded in our study was the scoline apnea, with 11.6%. In pregnancy the level of plasma pseudocholinesterse enzymes decreases, if serum enzyme level less than 20%, patient will have the scoline apnea. (8) 3.3% of our patients had pulmonary edema, and 1.7% had peripartum cardiomyopathy. The pulmonary edema is common to occur in patients with PET and HELLP syndrome where the inflammatory changes in vasculature leads to leakage from the capillaries in association with increased hydrostatic pressure in the pulmonary vessels. The peripartum cardiomyopathy is rare. It occurs during the in last month of pregnancy or up to five months of postpartum period. (9) Five obstetric patients had septic shock, two of them died due to multiorgan failure.
In pregnancy minor infection can progress to life threatening sepsis if not treated properly due to maternal immunosuppression and dilated renal tract with stasis °0 ) One of our patients was admitted with pan-cerebral venous sinus thrombosis, subsequently became brain dead. Pregnancy is hyper-coagulable state, the factor vii, viii, ix, x, xii and fibrinogen increased whereas the level of natural anticoagulants decreased as physiological changes of pregnancy, along with cardiac disease, thrombo-embolism is the commonest cause of death in pregnancy. 01) In our study, there was no mortality in the gynecological patients but the mortality rate in obstetric patients was 1.66%, which is in lower range that was mentioned in the literature °2 )
Conclusion:
Intensive care therapy required by gynecological and obstetric patients is less than general population.The most common indication for admission were obstetric hemorrhage and DIC. Then hypertensive disorders of pregnancy; and mortality due to septic shock, multiorgan failure, and cerebral venous sinus thrombosis. 
